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Background: The high occurrence of childhood trauma in individuals with alcohol dependence is
well-recognized. Nevertheless, researchers have rarely studied which types of childhood trauma often
co-occur and how these combinations of diﬀerent types and severities of childhood trauma are related
to the patients’ current addiction-related problems. We aimed to identify childhood trauma proﬁles in
patients with alcohol dependence and examined relations of these trauma proﬁles with the patients’ current addiction-related problems.
Methods: In 347 alcohol-dependent patients, 5 types of childhood trauma (sexual abuse, physical
abuse, emotional abuse, emotional neglect, and physical neglect) were measured using the Childhood
Trauma Questionnaire. Childhood trauma proﬁles were identiﬁed using cluster analysis. The patients’
current severity of addiction-related problems was assessed using the European Addiction Severity
Index.
Results: We identiﬁed 6 proﬁles that comprised diﬀerent types and severities of childhood trauma.
The patients’ trauma proﬁles predicted the severity of addiction-related problems in the domains of psychiatric symptoms, family relationships, social relationships, and drug use.
Conclusions: Childhood trauma proﬁles may provide more useful information about the patient’s
risk of current addiction-related problems than the common distinction between traumatized versus
nontraumatized patients.
Key Words: Childhood Trauma, Adverse Child-Rearing Environment, Addiction-Related
Problems, Alcohol Dependence, Alcohol Use Disorders.

C

URRENT DEFINITIONS of childhood trauma
(NSPCC, 2010; WHO, 2002) converge that trauma not
only incorporates sexual and physical abuse, but also emotional abuse, physical neglect, and emotional neglect. These
types of childhood trauma are highly prevalent in alcoholdependent patients, with 22 to 74% of patients disclosing at
least 1 type of childhood abuse or neglect (Huang et al.,
2012; Langeland and Hartgers, 1998).
A history of childhood trauma has an impact on the development, severity, and course of alcohol use disorders.
Patients exposed to childhood trauma develop alcohol use
disorders at an earlier age (Dom et al., 2007; Kaufman et al.,
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2007) and show more severe alcohol abuse (Dom et al.,
2007) than patients without childhood trauma. Childhood
emotional abuse may be particularly associated with a
greater severity of alcohol dependence (Schwandt et al.,
2013).
Alcohol use disorder patients with childhood trauma show
more comorbid psychiatric disorders, for example mood disorders, posttraumatic stress disorders, anxiety disorders, and
personality disorders (Evren et al., 2006; Kessler et al.,
1997b; Regier et al., 1990). Moreover, alcohol use disorder
patients with childhood trauma beneﬁt less from treatment.
They are abstinent for a shorter period of time (Greenﬁeld
et al., 2002; Walitzer and Dearing, 2006), relapse more often
(Farley et al., 2004; Greenﬁeld et al., 2002; Walitzer and
Dearing, 2006), and are less adherent to treatment (Jaycox
et al., 2004) than patients not exposed to childhood trauma.
The greater addiction severity and the worse treatment outcomes of patients with alcohol use disorders exposed to
childhood trauma may be explained by permanent dysfunctions of the central neurotransmission system caused by the
traumatic experiences (Berglund et al., 2013).
Most studies so far have reported on the relations between
sexual or physical abuse in childhood and the later course or
outcome of alcohol use disorders (Nayak et al., 2012; Sartor
et al., 2007; Spak et al., 1997). Emotional abuse, emotional
neglect, or physical neglect have received far less attention
543
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(Evren et al., 2006; Stoltenborgh et al., 2013). Studies that
considered emotional abuse, emotional neglect, or physical
neglect found that these types of childhood trauma predicted
the severity of alcohol dependence and psychiatric symptoms
in individuals with alcohol use disorders independently from
physical or sexual abuse (Norman et al., 2012; Schwandt
et al., 2013; Teicher et al., 2006).
In individuals with a history of childhood trauma, the
exposure to multiple diﬀerent types of trauma is the norm
rather than the exception (Finkelhor et al., 2007; Kessler
et al., 1997a). In a study among inpatients with alcohol
dependence (Huang et al., 2012), more than half of the
patients with childhood trauma reported 2 or more diﬀerent
types of childhood trauma. Huang and colleague (2012)
found a positive dose–response relationship between the
number of childhood trauma types and the risk of psychiatric comorbidities and suicide attempts. This result is in
accordance with studies in the general population, in which a
higher number of childhood trauma types was related to
more adverse outcomes (Edwards et al., 2003; Felitti et al.,
1998; Rodgers et al., 2004).
Very few studies have examined patterns of childhood
trauma proﬁles in substance use disorder populations. To
our knowledge, only 2 studies examined combinations of different types of childhood trauma in individuals with substance use disorders. Ruggiero and colleagues (1999)
examined proﬁles of childhood trauma in a sample of
patients with substance use disorders that included a large
proportion of patients with drug-related disorders. The participants could be characterized by 5 diﬀerent childhood
trauma proﬁles: (i) emotional neglect alone; (ii) moderate
physical abuse combined with severe emotional neglect; (iii)
severe emotional and physical abuse and neglect; (iv) sexual
abuse but only low levels of all other types of trauma; and (v)
severe levels of all types of trauma. Tubman and colleagues
(2011) studied proﬁles of childhood trauma in adolescents
with substance use disorders and identiﬁed 3 diﬀerent proﬁles of childhood trauma: (i) patients with low abuse; (ii)
patients with moderate sexual abuse, physical abuse, and
neglect; and (iii) patients with severe sexual abuse, physical
abuse, and neglect. Both studies, however, focused on
patients with drug-related disorders or polysubstance abuse.
No study so far examined childhood trauma proﬁles in
patients with alcohol dependence.
The childhood trauma proﬁles in patients with substance
use disorders may aﬀect the patient’s health-related outcomes. In the study by Ruggiero and colleagues (1999),
proﬁles characterized by a higher severity of childhood
trauma and a higher number of diﬀerent types of childhood traumatic events were related to an earlier onset of
substance use and more personality disorder symptoms
than proﬁles characterized by a lower burden of childhood
trauma. In the Tubman and colleagues (2011) study, more
severe trauma proﬁles were related to more severe psychiatric symptoms and more risk behavior (i.e., their rate of
unprotected intercourse).

While the existing ﬁndings suggest that diﬀerent proﬁles of
childhood trauma exist in patients with drug-related disorders or polysubstance abuse, it remains unclear whether the
same applies to patients with alcohol dependence only.
Trauma proﬁles of patients with alcohol dependence may
diﬀer from patients with drug dependence. Khoury and colleagues (2010) found that lifetime alcohol use and drug use
was associated with childhood physical and emotional abuse,
whereas lifetime drug use but not alcohol use was associated
with childhood sexual abuse. Kilpatrick and colleagues
(2000) reported that drug use was related to a higher number
of childhood sexual and physical abuse experiences compared with alcohol use. In a sample of women suﬀering from
substance use disorders and comorbid posttraumatic stress
disorder (Simons et al., 2003), current drug use was related
to childhood physical, sexual, and emotional abuse, whereas
current alcohol use was unrelated to childhood abuse.
According to these results, patients with alcohol dependence
may show diﬀerent childhood trauma proﬁles than patients
with illicit drug dependence. Furthermore, researchers have
not suﬃciently studied which combinations of diﬀerent types
of trauma typically co-occur in patients with alcohol dependence, and how these childhood trauma proﬁles relate to the
patients’ current addiction severity and functioning.
We, therefore, aimed (i) to identify childhood trauma proﬁles in a large sample of alcohol-dependent inpatients and
(ii) to examine potential relationships between these proﬁles
and the patient’s current severity of addiction-related problems. We hypothesized that the patients with more severe
childhood trauma proﬁles, characterized by a greater number and a greater severity of childhood trauma types, would
show more severe addiction-related problems.

MATERIALS AND METHODS
Demographic and Clinical Characteristics of the Sample
All participants were admitted to a detoxiﬁcation unit for
patients with substance use disorders at the University Medical Center Hamburg-Eppendorf. Patients were included if they (i) were
diagnosed with alcohol dependence according to DSM-IV (American Psychiatric Association, 1994), (ii) were aged between 18 and
65 years, and (iii) were literate in German. Patients diagnosed with
(i) substance dependence other than alcohol dependence, (ii) psychotic symptoms, or (iii) cognitive impairments were excluded. Substance abuse other than alcohol could be present in the patients.
Assessments were scheduled 10 days after admission at the earliest
to ensure that the detoxiﬁcation was completed. All subjects provided written consent after they had been informed about the study
aims and procedures. The study protocol was approved by the local
ethics committee.
During the recruitment period, the data of 347 patients with a
diagnosis of alcohol dependence were obtained. The patient’s age
ranged from 18 to 65 (M = 42.9, SD = 9.7), with most patients
being male (n = 247, 71.2%). About half of the patients (49.3%)
were never married, a third (31.4%) were divorced, and a ﬁfth of the
patients (17.3%) were married. About half of the patients (48.4%)
had children. The patients’ average years of education were
M = 11.1 (SD = 1.5). About half of the patients (51.0%) were
unemployed, 42.1% were employed, 5.5% were retired, and 1.2%
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were in apprenticeship. More than half of the patients (56.2%) lived
alone, 28.2% lived with a partner, 13.0% lived with other people,
and 2.6% had no stable place of residence.
Measures
Psychiatric diagnoses of alcohol dependence were given using the
Structured Clinical Interview for the DSM-IV (SCID; Wittchen and
First, 1997). The SCID is one of the most widely used structured
interviews to measure psychiatric disorders according to DSM-IV
and has established reliability and validity (Lobbestael et al., 2011;
Zanarini and Frankenburg, 2001).
The severity of the patients’ current addiction-related problems
was measured with the European Addiction Severity Index (EuropASI; Gsellhofer et al., 1999). The EuropASI is a semistructured
interview that assesses the severity of problems in 9 diﬀerent areas
of life (medical status, economic situation, work situation, alcohol
use, drug use, legal status, family relationships, social relationships,
psychiatric status) in the past 30 days. For example, to assess a
patient’s medical problems, the patient was asked how many days
the patient has experienced medical problems in the past 30 days,
how troubled the patient has been by these medical problems in the
past 30 days, and how important it is for the patient to receive treatment now for these medical problems. In our study, we assessed the
severity of addiction-related problems in the past 30 days prior to
the detoxiﬁcation of the patients. The EuropASI has been developed
on the basis of the ﬁfth version of the American Addiction Severity
Index (McLellan et al., 1992). The severity of problems was calculated for each of the 9 subscales and ranged from 0 = “no problem”
to 1 = “extreme problem.” Validity studies reported suﬃcient internal consistency, inter-rater reliability, and construct validity
(Scheurich et al., 2000; Schmidt et al., 2007; Weiler et al., 2000).
Age at onset of substance dependence, years of substance dependence, and number of previous detoxiﬁcations were assessed as
additional outcome variables.
The exposure to childhood trauma was measured using the
Childhood Trauma Questionnaire (CTQ; Bernstein and Fink, 1998;
Wingenfeld et al., 2010). This widely used self-rating instrument
contains 25 items to cover 5 types of childhood trauma (sexual
abuse, physical abuse, emotional abuse, emotional neglect, and
physical neglect). The frequency of each type of trauma is rated on
ﬁve 5-point Likert scales from 1 = “never” to 5 = “very often.” The
CTQ yields scores for each of the 5 subscales and a total score. The
severity of trauma can be classiﬁed for each trauma type according
to subscale-speciﬁc cutoﬀ scores (Bernstein and Fink, 1998) as
“none or minimal” (emotional abuse 5–8, physical abuse 5–7, sexual
abuse 5, emotional neglect 5–9, physical neglect 5–7), “low to moderate” (emotional abuse 9–12, physical abuse 8–9, sexual abuse 6–7,
emotional neglect 10–14, physical neglect 8–9), “moderate to severe” (emotional abuse 13–15, physical abuse 10–12, sexual abuse 8–
12, emotional neglect 15–17, physical neglect 10–12), and “severe to
extreme” (emotional abuse ≥ 16, physical abuse ≥13, sexual abuse
≥13, emotional neglect ≥18, physical neglect ≥13). The CTQ has
demonstrated good internal consistencies, test-retest reliabilities,
factorial, convergent, and discriminant validity in patients with substance use disorders (Fink et al., 1995; Wingenfeld et al., 2010).
Statistical Analysis
To identify childhood trauma proﬁles, the 5 CTQ subscale scores
were used to perform a cluster analysis. To select an appropriate
cluster solution, we ﬁrst applied a hierarchical cluster analysis using
the Ward’s algorithm. In the agglomeration schedule, we selected
the number of clusters according to the sum of the squared withincluster distances of 2 adjacent steps. Cluster formation was stopped
at a 6-cluster solution, when the increase of the sum of the squared
within-cluster distances of 2 adjacent steps was large, indicating that
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this cluster solution provided the best separation of cases across the
clusters and allowed a meaningful interpretation. We then applied a
k-means nonhierarchical cluster analysis with 6 clusters, as this
method has been proved to be superior to other cluster methods
(Clatworthy et al., 2007). To assess the robustness of the 6-cluster
solution, we randomly split our sample into 2 subsamples and
repeated the k-means cluster analysis separately for the 2 subsamples. Results indicated highly similar cluster proﬁles to the previously found cluster solution.
Analysis of variance (ANOVA) F-tests were conducted to examine diﬀerences in the CTQ scores between the trauma clusters. Differences in the addiction-related problems between the trauma
clusters were tested with a multivariate analysis of variance (MANOVA) to account for multiple correlated outcomes. To test for
potential covariates, the patients’ gender, years of education, age at
onset of substance abuse, years of substance abuse, and days
between the end of physical withdrawal and the assessment interview were included in a preliminary model.
As secondary outcomes, we analyzed diﬀerences in alcohol
dependence characteristics (age at onset of substance dependence,
years of substance dependence, and number of previous detoxiﬁcations) between the trauma clusters with a MANOVA. The patients’
gender, years of education, and days between the end of physical
withdrawal and the assessment interview were included in a preliminary model to test for potential covariates.
For post hoc comparisons of all analyses, we applied Tukey corrections to account for multiple comparisons. The Tukey test maintains a 95% joint conﬁdence level to avoid a type I error for a series
of comparisons. All analyses were conducted using SPSS IBM
Statistics Version 21 (IBM Corp., Armonk, NY) .

RESULTS
The greatest severity of addiction-related problems
according to the EuropASI was found in the domains alcohol use and of economic situation (see Table 1). Problems
related to drug consumption other than alcohol and legal
problems were low, on average.
Clusters of Childhood Trauma
Applying cutoﬀ scores of at least “moderate to severe”
exposure of childhood trauma according to the CTQ, 1 of 2
patients (50.4%) reported at least 1 type of childhood trauma
Table 1. Clinical Characteristics (n = 347)

Lifetime years of substance dependence
Age at onset of substance dependence
Number of previous detoxifications
EuropASI compositea
Medical status
Economic situation
Work situation
Alcohol use
Drug use
Legal status
Family relations
Social relations
Psychiatric status

M

SD

13.2
29.7
2.2

9.6
9.9
3.5

0.29
0.62
0.26
0.60
0.02
0.05
0.19
0.14
0.29

0.33
0.40
0.32
0.18
0.06
0.12
0.22
0.19
0.23

a
European Addiction Severity Index (EuropASI): 0 = no problem to
1 = extreme problem.

<0.001
<0.001
<0.001
<0.001
<0.001
0.73
0.78
0.76
0.55
0.78
188.1
244.6
220.0
83.0
236.6
341
341
341
341
341
5
5
5
5
5
3.5
3.0
3.5
5.4
3.8
20.4
20.7
20.2
16.5
18.7
2.5
4.5
2.8
4.0
4.9
17.8
14.2
7.8
11.5
18.7
4.0
3.7
3.8
3.8
2.3
20.1
18.4
17.2
13.8
6.4
3.2
3.2
2.8
2.8
1.1
17.4
16.9
7.7
9.9
5.4
2.9
2.6
2.3
2.7
1.3
13.6
9.1
6.8
8.4
5.5
2.2
1.6
1.2
1.4
1.6
7.7
6.1
5.5
5.9
5.4
Emotional neglect
Emotional abuse
Physical abuse
Physical neglect
Sexual abuse

p
Eta²
F
df within
df between
SD
M
SD
M
SD
M
SD
M
M
SD
M

SD

Cluster 6 “All
Types of
Trauma”
(n = 13)
Cluster 5
“Sexual
Abuse and
Emotional
Neglect”
( n = 13)
Cluster 4
“Emotional
and Physical
Maltreatment”
( n = 27)
Cluster 3
“Emotional
Neglect and
Emotional
Abuse”
(n = 35)
Cluster 2
“Emotional
Neglect”
(n = 110)

The preliminary MANOVA model, including all potentially relevant covariates, indicated that the patients’ gender
was unrelated to the EuropASI scores, F(9, 326) = 0.03,
p = 0.266, g² = 0.033. The patients’ gender was, therefore,
excluded from the ﬁnal model. The patients’ years of education, F(9, 326) = 3.29, p < 0.001, g² = 0.083, age at onset of
substance abuse, F(9, 326) = 4.04, p < 0.001, g² = 0.100,
years of substance abuse, F(9, 326) = 3.78, p < 0.001,
g² = 0.095, and time between detoxiﬁcation and assessment
of EuropASI scores, F(9, 326) = 3.58, p < 0.001,
g² = 0.090, were signiﬁcantly associated with the EuropASI
scores and were included in the ﬁnal model as covariates.
The ﬁnal MANOVA model demonstrated a signiﬁcant multivariate eﬀect for the 6 childhood trauma clusters on the 9

Cluster 1
“None or
Minimal
Trauma”
(n = 149)

Relations Between Childhood Trauma Clusters and Current
Addiction-Related Problems

Table 2. Means and Standard Deviations of the Subscale Scores of the Childhood Trauma Questionnaire for the Six Trauma Clusters (n = 347)

(sexual abuse, physical abuse, emotional abuse, emotional
neglect, or physical neglect). Of the patients reporting at least
1 form of childhood trauma, 1 of 3 (31.4%) patients was
exposed to a “severe to extreme” trauma.
Most (64.6%) of the traumatized patients experienced
multiple types of trauma. Emotional neglect was most frequently reported (31.4%), followed by physical neglect
(28.2%), emotional abuse (27.1%), physical abuse (20.2%),
and sexual abuse (15.3%).
The cluster analysis yielded a 6-cluster solution, which
provided the best separation of cases across the clusters and
a suﬃcient basis for interpretation. All 5 CTQ subscale
scores signiﬁcantly diﬀered between these 6 trauma clusters
(see Table 2). The ﬁrst cluster (Cluster 1 “None or Minimal
Trauma”) comprised 42.9% of the patients of the total sample and identiﬁed patients that reported none or minimal
levels of childhood trauma (see Fig. 1). The average CTQ
subscale scores ranged from 5.4 to 7.7 in this group. Two
other clusters included patients that predominantly experienced emotional types of childhood trauma: about one-third
(31.7%) of the patients experienced moderate emotional
neglect (Cluster 2 “Emotional Neglect”), while all other
CTQ subscale scores were low. Ten percent (10.1%) of the
patients experienced a more severe pattern of emotional
trauma (Cluster 3 “Emotional Neglect and Emotional
Abuse”), including severe emotional abuse in addition to severe emotional neglect. Another cluster comprised 7.8% of
the patients that not only experienced severe emotional abuse
and severe emotional neglect, but also sustained severe physical abuse and neglect (Cluster 4 “Emotional and Physical
Maltreatment”). Two smaller clusters contained patients
exposed to sexual abuse: one group of patients (3.8%)
reported the combination of severe sexual abuse and severe
emotional neglect (Cluster 5 “Sexual Abuse and Emotional
Neglect”); a second group of patients (3.8%) reported severe
childhood trauma on all of the 5 CTQ subscales (Cluster 6
“All Types of Trauma”).

Childhood Trauma Questionnaire subscale scores interpretation: none or minimal 5–9, low to moderate 10–14, moderate to severe 15–17, severe to extreme ≥ 18. Emotional abuse: none or minimal 5–8, low to moderate 9–12, moderate to severe 13–15, severe to extreme ≥ 16. Physical abuse: none or minimal 5–7, low to moderate 8–9, moderate to severe 10–12, severe to extreme ≥ 13.
Physical neglect: none or minimal 5–7, low to moderate 8–9, moderate to severe 10–12, severe to extreme ≥ 13. Sexual abuse: none or minimal 5, low to moderate 6–7, moderate to severe 8–12,
severe to extreme ≥13.
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25

CTQ subscale scores

20
15
10
5
0

Cluster 2
''Emotional Neglect''
(n = 110)

Cluster 1
''None or Minimal
Trauma''
(n = 149)

Cluster 4
Cluster 3
''Emotional Neglect and ''Emotional and Physical
Maltreatment''
Emotional Abuse''
(n = 35)
(n = 27)

Emotional neglect

Emotional abuse

Cluster 5
''Sexual Abuse and
Emotional Neglect''
(n = 13)

Physical neglect

Cluster 6
''All Types of Trauma''
(n = 13)

Physical abuse

Sexual abuse

Fig. 1. Mean Childhood Trauma Questionnaire (CTQ) subscale scores across the 6 child childhood trauma clusters. Error bars denote 1 standard
deviation around the mean. CTQ subscale scores interpretation: none or minimal 5–9, low to moderate 10–14, moderate to severe 15–17, severe to
extreme ≥ 18. Emotional abuse: none or minimal 5–8, low to moderate 9–12, moderate to severe 13–15, severe to extreme ≥ 16. Physical abuse: none or
minimal 5–7, low to moderate 8–9, moderate to severe 10–12, severe to extreme ≥ 13. Physical neglect: none or minimal 5–7, low to moderate 8–9, moderate to severe 10–12, severe to extreme ≥ 13. Sexual abuse: none or minimal 5, low to moderate 6–7, moderate to severe 8–12, severe to extreme ≥ 13.

problem areas of the EuropASI, F(45, 1,466) = 2.62,
p < 0.001, partial g² = 0.067.

(p < 0.001) and “Emotional Neglect” (p = 0.026). There were
no signiﬁcant diﬀerences between the remaining clusters.

Psychiatric Problems

Family Relationship Problems

Univariate ANOVA results revealed that the childhood
trauma clusters explained the highest proportion of variance
(13.8%) of the patients’ addiction-related problems in the
domain of psychiatric problems (see Table 3). Descriptively,
the patients of the cluster “None or Minimal Trauma”
reported the lowest severity of psychiatric problems, whereas
the patients of the cluster “All Types of Trauma” reported
the highest severity of problems (see Fig. 2). Post hoc comparisons using Tukey corrections indicated that the patients
of all 5 trauma clusters that included at least 1 type of childhood trauma reported signiﬁcantly more severe psychiatric
problems than the patients of the cluster “None or Minimal
Trauma” (all p < 0.001).
The patients of the cluster “All Types of Trauma” stated
signiﬁcantly more severe psychiatric problems compared
with the patients of the cluster “None or Minimal Trauma”

Trauma clusters were also signiﬁcantly associated with the
patients’ severity of family relationship problems. While the
patients of the cluster “None or Minimal Trauma” had the
lowest severity of family relationship problems, the patients
of the cluster “All Types of Trauma” reported the highest
severity of family relationship problems. Post hoc tests indicated that the patients of the cluster “All Types of Trauma”
had signiﬁcantly more severe family relationship problems
than the patients of the clusters “None or Minimal Trauma”
(p < 0.001) and “Emotional Neglect” (p = 0.013), and more
severe family relationship problems than the patients of the
cluster “Emotional and Physical Maltreatment” by trend
(p = 0.52). The patients of the cluster “Sexual Abuse and
Emotional Neglect” showed more severe family relationship
problems than the patients with “None or Minimal Trauma”
by trend (p = 0.057). In the clusters of “Emotional Neglect

Table 3. Univariate Effects of the Patients’ Childhood Trauma Profiles on the Patients’ Current Addiction-Related Problems (n = 347)
Addiction-related problems

df

dferror

Psychiatric status
Family relationships
Social relationships
Alcohol use
Drug use
Medical status
Economic situation
Work situation
Legal status

5
5
5
5
5
5
5
5
5

339
339
341
339
339
339
339
339
339

F

Partial g²

p

Post hoc comparisonsa

10.7
6.9
2.4
1.2
3.6
2.0
1.7
0.7
1.5

0.138
0.093
0.035
0.018
0.051
0.029
0.024
0.010
0.022

<0.001
<0.001
0.034
0.302
0.003
0.077
0.141
0.664
0.149

Cluster 1 < 2, 3, 4, 5, 6; Cluster 2 < Cluster 6
Cluster 1, 2 < Cluster 6; Cluster 1 < Cluster 2, 3
Cluster 1, 2, 4 < Cluster 5
Cluster 1, 2, 4 < Cluster 5

Addicted-related problems were assessed by the European Addiction Severity Index. Cluster 1 = “No or Minimal Trauma.” Cluster 2 = “Emotional
Neglect.” Cluster 3 = “Emotional Neglect and Emotional Abuse.” Cluster 4 = “Emotional and Physical Maltreatment.” Cluster 5 = “Sexual Abuse and
Emotional Neglect.” Cluster 6 = “All Types of Trauma.”
a
All reported pairwise post hoc group differences between the childhood trauma clusters were significant at p < 0.05.
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EuropASI subscale scores

1.0
0.9
0.8
0.7
0.6
0.5
0.4
0.3
0.2
0.1
0.0

Cluster 1
''None or Minimal
Trauma''
(n = 149)

Cluster 2
Cluster 3
Cluster 4
''Emotional Neglect'' ''Emotional Neglect and ''Emotional and Physical
(n = 110)
Emotional Abuse''
Maltreatment''
(n = 27)
(n = 35)
Psychiatric status

Family relations

Cluster 5
''Sexual Abuse and
Emotional Neglect''
(n = 13)
Social relations

Cluster 6
''All Types of Trauma''
(n = 13)

Drug use

Fig. 2. Mean severity of addiction-related problems in the domains of psychiatric status, family relations, social relations, and drug use across the 6
childhood trauma clusters. Error bars denote 1 standard deviation around the mean, 0 = no problem to 1 = extreme problem.

and Emotional Abuse” and “Emotional Neglect,” the
patients showed signiﬁcantly more severe family relationship
problems than the patients of the cluster “None or Minimal
Trauma.” The patients of the remaining clusters did not signiﬁcantly diﬀer in their family relationship problems.

more severe drug use problems between “Sexual Abuse
and Emotional Neglect” and patients with “Emotional
Neglect and Emotional Abuse” (p = 0.056). The remaining clusters did not diﬀer in their severity of drug use
problems.

Social Relationship Problems

Medical Problems

Problems in social relationships outside the family were
also signiﬁcantly aﬀected by the patients’ cluster aﬃliation.
The most severe problems in social relationships were
reported by the patients of the cluster “Sexual Abuse and
Emotional Neglect.” Post hoc comparisons indicated that
the patients of the cluster “All Types of Trauma” did not
signiﬁcantly diﬀer in their severity of social relationship
problems from the patients of the remaining clusters. By
contrast, the patients with “Sexual Abuse and Emotional
Neglect” reported signiﬁcantly more severe problems in their
social relationships than the patients with “Emotional and
Physical Maltreatment (p = 0.042), “Emotional Neglect”
(p = 0.036) and “None or Minimal Trauma” (p = 0.008).
There were no signiﬁcant diﬀerences between the remaining
cluster combinations.

The childhood trauma clusters diﬀered by trend in the
patients’ severity of current medical problems, with the
patients of the cluster “All Types of Trauma” showing
the trend to have more severe medical problems than the
patients of the cluster “None or Minimal Trauma”
(p = 0.90).

Drug Use Problems
The trauma cluster membership was unrelated to the
patients’ severity of current alcohol use. Instead, the
cluster membership aﬀected the patients’ severity of drug
use problems other than alcohol. Post hoc tests indicated
that the patients with “All Types of Trauma” did not
signiﬁcantly diﬀer from all other trauma clusters in the
severity of drug use problems. The patients with “Sexual
Abuse and Emotional Neglect” reported more severe
drug use problems than the patients of the clusters
“Emotional and Physical Maltreatment” (p = 0.014),
“Emotional Neglect” (p = 0.003), and “None or Minimal
Trauma” (p = 0.002). Moreover, there was a trend of

Economic, Work, and Legal Problems
Trauma clusters were unrelated to the patients’ economic
situation, work related problems, and legal problems.

Relations Between Childhood Trauma Clusters and Alcohol
Dependence Characteristics
In our additional analysis using the patients’ alcohol
dependence characteristics as outcomes, the patients’ gender
was included in the model as a covariate, because the
patients’ gender was related to the dependent variables age
at onset of substance dependence, years of substance dependence, and number of previous detoxiﬁcations,
F(3, 239) = 5.77, p < 0.001, g² = 0.068. The MANOVA
model revealed a signiﬁcant multivariate eﬀect for the 6
childhood trauma clusters on the 3 outcome variables,
F(15, 660) = 3.45, p < 0.001, partial g² = 0.067. Age at
onset of substance dependence, F(5, 241) = 4.52, p < 0.001,
g² = 0.086, years of substance dependence, F(5, 241) = 2.66,
p = 0.023, g² = 0.052, and number of previous detoxiﬁca-
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tions, F(5, 241) = 2.29, p = 0.023, g² = 0.045, were signiﬁcantly related to the childhood trauma clusters.
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childhood trauma proﬁles compared to this study. Additional research should consolidate whether the identiﬁed
childhood trauma proﬁles are characteristic for substance
use disorder patients in general.

DISCUSSION
Childhood Trauma Profiles
To our knowledge, this is the ﬁrst study that examined
childhood trauma proﬁles in alcohol-dependent patients
based on 5 types of traumatic experiences (sexual abuse,
physical abuse, emotional abuse, emotional neglect, and
physical neglect). We identiﬁed 1 proﬁle of none or minimal
traumatized patients and 5 proﬁles with combinations of
patients with diﬀerent types and severities of childhood
trauma.
A large group of patients experienced only emotional
neglect. In another group of patients, emotional neglect
was combined with emotional abuse. About 42% of all
patients belonged to these 2 groups. This result emphasizes
the need to consider emotional trauma in addition to traumatic experiences that involve body contact. A smaller
group of patients reporting emotional neglect and emotional abuse experienced physical maltreatment in addition
to these forms of childhood trauma. Sexual abuse occurred
in 2 diﬀerent traumatic contexts: one group of patients
experienced severe sexual abuse combined with emotional
neglect, whereas a second group of patients experienced
severe sexual abuse as well as severe levels of all remaining
types of childhood trauma. Sexual abuse, therefore, seems
to typically occur in a context of emotional neglect, with
or without additional physical abuse. Consistent with this
assumption, Marshall (1996, 2010) proposed that emotional neglect is an indispensable condition for sexual
abuse within families.
It should be noted that all proﬁles including physical
or sexual abuse (or both) incorporated emotional maltreatment. It could, thus, be questioned that the welldocumented negative eﬀects of physical abuse and sexual
abuse on health outcomes (Enoch, 2011; Fergusson et al.,
2008; Kendler et al., 2000) are caused by these types of
childhood trauma alone. Rather, the interplay between
physical or sexual abuse with other types of trauma may
lead to the harmful consequences of traumatic experiences.
The 6 identiﬁed childhood trauma proﬁles in our
patients with alcohol dependence are consistent with the
trauma proﬁles found in a study of patients among polysubstance-dependent patients (Ruggiero et al., 1999). These
results may suggest that the found childhood trauma proﬁles might be valid independently from the type of substance use. However, Tubman and colleagues (2011)
reported only 3 diﬀerent childhood trauma proﬁles in
patients with substance use disorders (neglect, negative
home environment, and sexual abuse), whereas our analyses were based on 5 types of childhood trauma. Hence, it
could be expected that we would yield a higher number of

Relations Between Childhood Trauma Clusters and Current
Addiction-Related Problems
The patients’ childhood trauma proﬁles were signiﬁcantly
related to important areas of current psychosocial functioning. Patients of all 5 clusters characterizing diﬀerent proﬁles
of childhood trauma, including those who had experienced
emotional neglect, suﬀered from signiﬁcantly more severe
psychiatric problems and family relationship problems than
patients unexposed to childhood trauma. As the damaging
consequences of emotional neglect have not been considered
in most of the existing studies (Evren et al., 2006; Triﬄeman
et al., 1995), our results indicate that this group of traumatized individuals may need more attention in further
research.
The patients of the cluster with the highest burden of
childhood trauma reported the most severe problems in the
domains of psychiatric symptoms and family relationships.
In contrast, sexually abused and severely neglected but not
physically abused patients reported the highest severity of
problems in social relationships outside their family. Sexual
abuse combined with severe emotional neglect might thus
lead to especially severe impairments of interpersonal functioning later in life.
While childhood trauma has been related to medical problems in community samples (Felitti et al., 1998), studies using
the Addiction Severity Index (McLellan et al., 1992) in substance use disorder patients have yielded inconsistent results
(Charney et al., 2007; Dickinson et al., 1999; Felitti et al.,
1998). In our sample, relationships were found by trend level.
Further studies should examine whether patients exposed to
all types of trauma suﬀer from more severe medical problems
than the patients exposed to none or minimal trauma.
Patients with substance dependence other than alcohol
were excluded from our study, but substance abuse other
than alcohol could be present in the patients as long as no
diagnosis of dependence was fulﬁlled. We found that severely
sexually abused and emotionally neglected patients faced
more severe drug use problems than the patients that were
emotionally and physically abused, or the patients that were
only emotionally neglected. Further studies using patients
with higher levels and variations of drug use problems than
included in our study should examine whether the severity of
drug use problems is related to diﬀerent childhood trauma
proﬁles.
The severity of current alcohol use problems was unrelated
to childhood trauma proﬁles in our sample. Although earlier
studies in substance use disorder samples concurred with our
ﬁndings (Branstetter et al., 2008; Pirard et al., 2005), studies
of general population samples often reported such relations
(Schuck and Widom, 2001; Timko et al., 2008), potentially
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as a result of the higher variance in the severity of alcohol
abuse in the respective populations. Our ﬁnding that the
severity of current alcohol use problems was unrelated to
childhood trauma proﬁles might be confounded by our
recruitment strategy. The participants of our study were
asked to retrospectively estimate their alcohol use problems
prior to their detoxiﬁcation. We additionally examined relations between childhood trauma clusters and alcohol dependence characteristics and found that age at onset of
substance dependence, years of substance dependence, and
number of previous detoxiﬁcations were signiﬁcantly related
to the childhood trauma clusters. These results are consistent
with previous studies that reported that patients exposed to
childhood trauma develop alcohol use disorders at an earlier
age (Dom et al., 2007; Kaufman et al., 2007) and may be
particularly vulnerable to severe alcohol dependence (Schwandt et al., 2013).
Earlier studies reported a dose–response relationship
between the number of childhood trauma types and the
severity of addiction-related problems. For example, the
Adverse Childhood Experiences study (Anda et al., 2002;
Edwards et al., 2003) found that a greater number of childhood trauma types were related to a higher risk of current
alcohol dependence in a general population sample. Huang
and colleagues (2012) reported that a higher number of childhood trauma types was associated with a higher risk of psychiatric comorbidities and suicide attempts in patients with
alcohol dependence. Consistent with these results, we found
that childhood trauma proﬁles including a greater number of
trauma types were related to a greater risk of current addiction-related problems in a sample of alcohol-dependent
patients.
We went beyond the traditional approach of counting
numbers of childhood trauma types by using trauma proﬁles
that included the combination of trauma types with diﬀerent
severities. This approach revealed new insight that could not
be obtained by only counting numbers of childhood trauma
types. For example, the patients of both the clusters “Emotional and Physical Maltreatment” and “Sexual Abuse and
Emotional Neglect” were exposed to 4 types of childhood
trauma, but the patients with the trauma proﬁle of “Sexual
Abuse and Emotional Neglect” showed more severe current
social problems. This result indicates that not only the number, but also the combination of diﬀerent childhood trauma
types may impact on the patients’ current addiction-related
problems.
The childhood trauma proﬁles were most strongly
related to psychiatric, social, and family relationship problems in alcohol-dependent patients. Childhood trauma is
an unspeciﬁc risk factor that increases the likelihood to
develop a variety of psychiatric disorders (Kendler et al.,
2000), although childhood trauma is most strongly associated with alcohol and other drug dependence. Therefore,
the found relations between childhood trauma proﬁles
and psychiatric, social, and family relationship problems
may also be found in patients without substance use dis-
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orders. Nevertheless, the higher psychiatric and social
problems in patients with alcohol dependence that had
been exposed to childhood trauma indicate that these
patients need a treatment that considers not only the
alcohol dependence, but also comorbid psychiatric problems, social relationship, and family relationship problems.
A strength of our study is the assessment of a wide range
of diﬀerent childhood trauma types, including not only
physical and sexual abuse, but also emotional abuse, emotional neglect, and physical neglect. We also went beyond
traditional approaches by investigating childhood trauma
proﬁles including diﬀerent severities and types of trauma. A
limitation of our study is the small number of individuals of
the clusters “Sexual Abuse and Emotional Neglect” and
“All Types of Trauma,” leading to low statistical power to
discriminate between these groups. Further studies should
include larger sample sizes to obtain appropriate group sizes
of patients with severe trauma proﬁles. The validity of our
results might also be limited by the use of retrospective selfreports to measure childhood trauma that are susceptible to
memory bias. The inclusion of alcohol-dependent inpatients
admitted to a detoxiﬁcation unit limits the generalizability of
our ﬁndings to alcohol-dependent inpatients. Further studies
should recruit both alcohol-dependent inpatients and outpatients. We did not assess the number of eligible subjects upon
admission to the number actually enrolled. We also did not
consider comorbid posttraumatic, depressive, or anxiety
symptoms in our analyses that may have mediated the association between childhood trauma proﬁles and current severity of addiction-related problems (Douglas et al., 2010;
Epstein et al., 1998; Muller et al., 2015). For example,
patients exposed to childhood trauma may use alcohol to
cope with posttraumatic or anxiety symptoms caused by the
traumatic experience (Khantzian, 1997). These factors
should be considered as potential mediators in subsequent
research. Future research should also focus on the underrepresented types of childhood trauma, that is, emotional
abuse, emotional neglect, and physical neglect.
Our analyses based on childhood trauma proﬁles expand
the ﬁndings of previous studies (Branstetter et al., 2008;
Huang et al., 2012; Pirard et al., 2005) that examined the
inﬂuence of childhood trauma categories (traumatized vs.
nontraumatized) or the number of childhood trauma types
on addiction-related problems. Diﬀerent types and severities
of childhood trauma in alcohol-dependent patients highly
co-occurred and were grouped into 6 childhood trauma proﬁles. The childhood trauma proﬁles were related to the
patient’s current addiction-related problems, particularly in
the psychosocial domain. Our ﬁndings suggest that a more
diﬀerentiated view on trauma exposure is needed instead of
the common distinction between traumatized versus nontraumatized patients. Childhood trauma proﬁles may better
inform healthcare providers about the patients’ risk of their
current addiction-related problems and may help to identify
the patients’ speciﬁc treatment needs.
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